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that, in order to cure him completely, all that we need do is a simple and easy surgical operationnamely, to remove these irritant bodies"-his eyes. To which a blind elder replies: "Thank Heaven for science!" Wells's story of confrontations with difference is surprisingly relevant to a discussion about the permissibility of using cochlear implants on prelingually deaf children. Given that 90 percent of deaf children are born to hearing parents, it should not surprise us that hearing parents, upon discovering that their child is deaf, perceive the child as essentially different and seek out any means available to remove this difference. These parents have realized, after all, that they have a "disabled" child; a child who is "abnormal." And this designation of abnormality, far from being a neutral, descriptive category, carries evaluative import:2 the child will be perceived through the socially available constructions of normal functional ability and the attendant significance of deviation from the established norm. According to many among the hearing, the life of a deaf person is a priori an unfortunate and pitiable life, and is considered by some to be a full-scale tragedy. The hearing parents of the deaf child, themselves members of hearing society and well aware of the so-called abnormality of deafness, will naturally turn to the medical community in the hope that their child's disability will be "fixed."
In the hands of the medical professionals, the deaf child is put through a battery of auditory tests designed to uncover defects and, in fact, to "decompose" the child into "functions and deficits."3 The deaf child is then placed into one of many available categories: severe or profound hearing impairment, moderate hearing impairment, or some residual hearing present. One otologist invidiously categorizes such patients as being bronze, silver, or gold performers, respectively.4 If the hearing impairment is sufficiently severe, the child will be a potential candidate for a cochlear implant-a prosthetic device that can presumably correct deafness.
The parents discover in their interactions with the medical team that the socially available, culturally constructed views of difference are not limited to the general public: the medical community too conceptualizes deafness essentially as disability and abnormality. But it goes further than that, for the perils of deafness are great. Images of banishment and isolation abound. One writer claims that the deaf are "cut off from their families and other hearing people."5 Echoing this sentiment, an otologist writes that the deaf are "like foreigners in their own country."6 The medical profession, implicitly endorsing Samuel Johnson's remark that deafness is "one of the most desperate of human calamities," has adopted the goal of fixing the hearing loss of its young patients.7
Such an approach is clearly apparent in a recent editorial by the editorin-chief of an ear, nose, and throat journal. Referring to the world of the deaf as "a world of silence," the editor-in-chief writes, "There is in fact little reason to condemn anyone to be a prisoner of deafness," and goes on to conclude, "It is not only to the advantage of the child and his or her family to eliminate hearing loss, but also to society, which will see increased benefits from these productive individuals" (emphasis added). 8 The implications are clear: the deaf serve no useful purpose in our society, and should be "cured" or "fixed" so that, among other things, we will all benefit from their newfound "productivity."9
The Problem
The central concern of this paper is the problematic use of cochlear implants in "prelingually" deaf children; namely, those who are born deaf or who become deaf before any meaningful acquisition of oral language has taken place (roughly, before three or four years of age). My arguments against the use of cochlear implants do not apply to postlingually deafened adolescents and adults. And while I will be principally concerned throughout with deaf children of hearing parents, my views are equally applicable to deaf children of deaf parents.
In theory, the use of cochlear implants holds out the possibility of giving hearing to profoundly prelingually deaf children. In this regard, the use of cochlear implants in prelingually deaf children may be conceived of as an intervention that can determine community membership. In other words, the cochlear implant is intended to help the deaf child ultimately learn an oral language and, in so doing, to facilitate the assimilation of the implant-using child into the mainstream hearing culture. When the child receives a cochlear implant, he or she is put on a lifelong course of education and habilitation, the focus of which is the acquisition of an oral language, and ultimately, a meaningful engagement with the hearing world.
Hearing parents, not surprisingly, almost always decide that it is in their child's best interests to be "like us"; that is, to be hearing. Of course, given our predominantly hearing society, parents are also likely to believe that being hearing is objectively better than being deaf. Regardless of the parental motivation, these considerations underscore my claim that the intervention of cochlear implantation can be thought of as one that determines community membership. Struck by the otherness of the life that they imagine their child will lead-a life they imagine to be like their own lives would become if they were now suddenly to lose their hearing-parents will usually choose to provide their child with as much hearing as is medically possible either to prevent a chasm from opening up between them and their child (so that their child is in the same community as they are), or to avert what they believe will be the tragedies of a life bereft of sound (so that their child is in the "better" community).
The hope these parents have is made possible by the cochlear implant, an electronic device that consists of an externally worn speech processor and headset transmitter, and a surgically implanted receiverstimulator. Incoming speech is processed and transmitted through the skin to the implanted device, which then directly stimulates the auditory nerve of the child, thus bypassing the dysfunctional nerve endings within the deaf child's cochlea. Not all children who are born with profoundly impaired hearing, however, are potential candidates for cochlear implantation. The National Institutes of Health, in its consensus statement dealing with cochlear implants in adults and children, recently articulated a set of eligibility criteria to aid clinicians in identifying those who might reasonably be expected to benefit from a cochlear prosthetic. Prospective candidates must be older than two years of age; they must have profound bilateral sensorineural hearing loss with a hearing threshold greater than 90 dB (as a point of reference, the threshold of those without hearing loss is less than 25 dB)'0; they must have used conventional hearing or vibrotactile aids and have received little or no benefit from such aids; the family and the child must display high motivation and appro-priate expectations vis-a-vis the cochlear implant; and there must be no medical, financial, or psychosocial contraindications to implantation.1' Once selected and implanted, however, what can the child and the family expect from the cochlear implant? The most basic aim of the cochlear implant is to help the child perceive sound, and in this limited capacity the implant does work. Ultimately, however, the pragmatic goal We should rethink the policy o implants in many prelingually children and examine other op of the cochlear implant is to facilitate the entrance of the previously deaf child into the hearing community. To accomplish this end, the following three conditions must obtain. First, the implant-using child must learn how to perceive, not merely sound, but speech. That is, the child must be able to identify parts of speech-for example, that the word just spoken has two syllables and that the stress is on the second syllable. And the child must be able to identify spoken words-for example, that the word just spoken was "dog." Second, once the child can identify speech and its components, she must then learn how to produce intelligible speech herself; if one is to function in the hearing world, one must be understood. Finally, the child must be able to acquire an oral language, by which I mean that the child must be able to hear and understand speech and then be able to respond intelligibly in grammatically correct speech.
Given the above three necessary conditions for the possibility of becoming a fully functional member of hearing society, the idea behind the cochlear implant is simple: the more speech a child can perceive, the easier it will be for that child to understand speech, to produce intelligible speech, and ultimately, to function in oral English. As one enthusiastic otologist claimed, "cochlear implants can drastically alter the future for most hearing-impaired children and take them into the 21st century as productive citizens in the hearing community."'2
Has come functioning members of hearing society. In terms of speech recognition, the gains afforded by cochlear implantation for many prelingually deaf children are modest, especially if we recall that these children are engaged in auditory training and habilitation every day, be it at home with the parents, in the clinic, or in the school.'3 Similarly modest gains are observed when it comes to the speech production capabilities of implant-using children. A recent study showed that after five years of implant use the mean score for correct pronunciation of vowel sounds was 70 percent; although 70 percent is encouraging, this is a small benefit won only after five hard years of oral language habilitation, and a benefit that doubtfully brings the child closer to the ultimate goal of immersion in the hearing culture.'4 Moreover, in another study that measured the speech intelligibility of prelingually deaf children who had used their cochlear implants for three and a half years or more, only approximately 40 percent of the words spoken by these children were understood by a panel of three persons. '5 Of course, there will always be success stories among implant-using prelingually deaf children. Yet such successes are so infrequent that focusing on them would misrepresent clinical reality. Despite the limited successes of the few, and despite the successes of the many on audiological tests of lesser importance, the performance of the cohort of interest on speech perception, production, and intelligibility is quite poor. The oral language acquisition skills in many implant-using children is at this stage essentially nonexistent.
The vexing clinical problem presented by prelingually deaf children is that unlike postlingually deafened children or adults, the prelingually deafened child has no solid linguistic foundation in place prior to the onset of deafness to enable the learning of an oral language. While the postlingually deafened person, once fitted with a cochlear implant, can maintain his or her present speech production capabilities and relearn to hear, the prelingually deaf child using a cochlear implant must be intensively taught and trained to recognize and produce each vowel and consonant sound and each word from the ground up. For the implant-using prelingually deaf child, then, the path to oral language development is a long and arduous one beset with many pitfalls, where there seems to be no guarantee that the destination will be reached.
Overcoming the Narrative of Disability
The evidence suggests, then, that the benefits of cochlear implantation in many prelingually deaf children are modest. A general problem with the information available is that it has only been a little over six years since the U.S. Food and Drug Administration gave pre-market approval to implant children with the Nucleus-22 multichannel cochlear implant. Longitudinal studies with longer follow-up periods would be needed to determine more clearly what the peak benefits of implant use can be in this population. Nonetheless, with the available information, we might reasonably ask whether the benefits associated with the use of cochlear implants outweigh the burdens of this procedure, and whether there are other reasonable options for deaf children. Although the cochlear implant works quite well in populations of postlingually deafened persons,'6 the good results of those studies simply cannot be generalized to prelingually deafened children. I believe that given the current state of knowledge vis-a-vis cochlear implant efficacy, the burdens associated with cochlear implant use do indeed outweigh the benefits and we should rethink the policy of using implants in many prelingually deaf children and examine other options.
However, as with many newly introduced medical interventions, it is not unreasonable to expect that five to ten years hence, when more follow-up years have been observed and when possible improvements in technology have been made, otologists and audiologists will be able to claim greater successes for the cochlear implant in prelingually deaf children. Yet even if such were the case, I would invoke another, perhaps more fundamental critique. It is my contention that the predominant view of deafness-that the deaf are "merely and wholly" disabled'7-is wrong and that we should quickly disabuse ourselves of this ill-begotten notion. Considered in the proper light, the decision to forgo cochlear implantation for one's child, far from condemning a child to a world of meaningless silence, opens the child up to membership in the Deaf community, a unique community with a rich history, a rich language, and a value system of its own.18 Thus, contrary to popularly held beliefs, the child who is permitted to remain deaf can look forward to acquiring a language, namely, American Sign Language (ASL), or whatever signed language is indigenous to the child's geographical area. And when the child has acquired such a language, she thereby possesses the language of an active cultural and linguistic minority group, which can then serve as the linguistic foundations upon which new written languages can be built, thereby ensuring access to the wider hearing society. Once we conceive of the Deaf as being members of a linguistic and cultural minority, our moral landscape should be altered. My beliefs regarding the value of Deaf culture, the richness of the lives of Deaf persons, and the importance of recognizing and overcoming our cultural biases regarding the Deaf would therefore be unchanged by a dramatic improvement in implant efficacy.
What I hope to demonstrate, then, is that parents of prelingually deaf children have a reasonable basis upon which to refuse a cochlear implant for their child, either presently, because of a mix of reasons, including poor implant efficacy, the burdens associated with ineffective implant use, and the benefits of membership in the Deaf community, or at some unknown point in the future when cochlear implants might work with greatly improved efficacy, because of the benefits of membership in the Deaf community. I do not endorse the view that the only reason it is acceptable to be a member of the Deaf community is that there is no way to treat one's impaired hearing. This paper represents, then, one response to a current medical and societal state-of-affairs. I ask: Given the efficacy of cochlear implants in prelingually deaf children, and given the authentic nature of signed languages and Deaf communities, what are some of the options available for prelingually deaf children, and which option might be reasonable to choose? While many may find the terms in which the debate is presently carried out philosophically uninteresting, preferring instead to examine a possible world where cochlear implants were significantly efficacious, the present moral problem as I see it seems sufficiently worthy of attention.
It is important at this point to understand why the goal of implantation and oral language habilitation has been pursued so aggressively. It is not, I would claim, being pursued simply because of the benefits that come with being able to hear in a predominantly hearing society, but more importantly it is also being pursued because of the perceived burdens associated with being deaf. Indeed, given the rather poor efficacy of cochlear implants in many prelingually deaf children, there seems to be an implicit belief that while implants may not work that well, surely some hearing and oral language, however rudimentary, is better than none. To take one example, supporters of cochlear implant use frequently recite the fact that by the age of five, a child with no hearing impairment will commonly have a vocabulary of between 5,000 and 26,000 words, while at the same age a deaf child will have a far inferior vocabulary of only 200 signed or spoken words.19 The implication of this line of thought is that deaf children should be fitted with cochlear implants and that exclusive oral language instruction should be pursued aggressively so that such tragic outcomes can be avoided. While this reasoning does display its own internal logic, it shows little sensitivity to the deaf child's educational context, and to the history of the education of the deaf, which has produced generations of deaf persons who have suffered from linguistic and educational neglect.20 Once we recognize that historically deaf children have been educated predominantly in an oral-only environment-despite their imperfect auditory systems and to the exclusion of ASL training-it should not surprise us that their vocabularies are often much smaller, and thatitheir emotional and social development so often lags behind that of their hearing counterparts.
To be sure, the education of deaf children has improved somewhat in the last forty years, but the denial of the Deaf perspective chiefly remains. For example, legislation, in the form of the Individuals with Disabilities Education Act (IDEA-B) of 1975, mandated that the educational segregation of deaf children be stopped and that the deaf be "mainstreamed" into regular hearing classrooms so that their oral skills would improve, and with them their emotional and social skills. However, with its emphasis on educational integration, the IDEA-B purchased increased access to oral education for deaf children at The deaf child no less than the he child has all the requisite skills th enable her to achieve a different, no less human, expressive potent the cost of a dramatic decrease in the quality of their education.21 Often, the best that the deaf student can hope for is to be given access to an unskilled ASL interpreter, or to an interpreter in the classroom who knows no ASL and who works only in manually coded English-a manual form of English that follows the rules of English grammar, and that seems not to help deaf children learn English.2 The life of a deaf child in such a mainstreamed educational environment can also be very difficult socially. A boy in the eighth grade who testified before the U.S. National Council on Disabilities began by declaring, "I'm not disabled, just deaf," and went on to give an account of how it feels to be forced into an educational environment where the focus is on oral English acquisition. He testified: "Learning through an interpreter is very hard; it's bad socially in the mainstream; you are always outnumbered; you don't feel like it's your school; you never know deaf adults; you don't belong; you don't feel comfortable as a deaf person." Another boy, also attempting to learn oral English at school, put it more starkly: strategies for the deaf, the decision to pursue cochlear implantation and auditory habilitation for one's child also has burdens associated with it beyond the failure to achieve oral language competence. The child whose life is centered upon disability and the attempt to overcome it grows up in a context that continually reinforces this disability, despite his or her own best efforts to hear and to speak and despite the diligent work of the educators of the deaf and hearing-impaired. These children are therefore always aware that they are outsiders, and not merely outsiders, but outsiders attempting to be on the inside. This narrative of disability within which the deaf implant-using child lives is not the only one available to her. There is an alternate narrative in reference to which the child may judge her own life and it is the one that exists within the Deaf community. Simply put, my concerns about the burdens of using cochlear implants in prelingually deaf children can be reduced to a cluster of considerations grouped under the heading of "opportunity costs." One of the main burdens of implanting a child and setting her on the course of auditory habilitation is that it deprives her of the alternate linguistic, educational, and social opportunities that the Deaf community can offer her, while (presently) offering a poor guarantee that functional membership in the hearing community will materialize. Contrary to what many believe, the Deaf community has a distinct history, language, and value system that plays a central role in the lives of its members. Two prominent members of the American Deaf community have noted that the beliefs and practices that make up the culture of Deaf people should not be viewed simply as "a camaraderie with others who have a similar physical condition," but rather as "like many other cultures in the traditional sense of the term, historically created and actively transmitted across generations."2 Members of the Deaf community have their own language that, far from being merely a means of communication, is also, as are other languages, a "repository of cultural knowledge and a symbol of social identity."25 In contrast to Helmer Myklebust's claims that the manual signed languages of Deaf persons were "inferior to the verbal as a language" because they lacked "precision, subtlety, and flexibility," and that humans would not be able to achieve their "ultimate potential" through signed languages,26 Carol Padden and Tom Humphries have argued that Despite the misconceptions, for Deaf people, their sign language is a creation of their history and is what allows them to fulfill the potential for which evolution has prepared them-to attain full human communication as makers and users of symbols. (emphasis added) (p. 9) Thus, the deaf child no less than the hearing child has all, the requisite skills that will enable her to achieve a different, but no less human, expressive potential.
The key point is that this narrative is a validating narrative, it is, in other words, a socially available story to which the child may refer when building his own life and making sense of that life and the lives of those around him. As the child learns about adult members of his Deaf community, or historic Deaf figures, or the history of ASL, or Deaf poetry and theater he "gains ideas of [the] possible lives that he can lead and finds a basis for self-esteem in a [hearing] society that insists he is inferior."27 But it does more than that: it also provides a basis for self-respect, that is, for the Deaf child's sense of dignity according to the communitys acceptance and valorization of the Deaf way of being-in-the-world.28 Identification with the Deaf community is important, then, because it opens up a cultural space within which the Deaf themselves may establish their own norms, and within which one's sense of personal dignity is thereby engendered. Access to the validating narrative of the Deaf community will thus enable Deaf children to see themselves in a more positive light, while their peers and teachers will see them in this way and relate to them as similarly situated individuals in a shared story.
The implant-using child, although nominally within hearing culture, is, as I have claimed, virtually condemned to be an outsider-not only from the perspective of the hearing world, but also from the perspective of the Deaf world, which generally looks down upon those who attempt to be, as they say, ORAL. The child who embraces Deaf culture, on the other hand, will have a context, he will have a milieu in which to make sense of his life, and he will be an insider.
A key component of this view involves regarding members of the Deaf community as part of a linguistic minority. In my discussion of the goals of cochlear implants above, I claimed that the aim of the implant was to facilitate the entry of the hearing-impaired child into the hearing world. Two of the necessary conditions of entry were sufficiently competent speech production capabilities as well as the acquisition of an oral language. But as I claimed, intelligible speech production is virtually denied to many implant-using prelingually deaf children, and consequently, so too is oral language acquisition. Indeed, although intelligible oral language acquisition is only marginally possible, language acquisition need not be at all: "sign or speech can serve as the vehicle of language."29
As with other signed languages, ASL is not a manual version of English; it is, rather, a distinct language with a syntax and a grammar independent of English.30 "Languages," as Harlan Lane has observed, "have evolved within communities in a way responsive to the needs of those communities. ASL is attuned to the needs of the deaf community in the United States; English is not."31 This point has important consequences for the issue at hand. For the prelingually deaf child, signed languages are acquired with far greater facility than spoken languages are acquired by those using cochlear implants, and there is no evidence to indicate that the use of ASL will interfere with the child's ability to learn written English, or any other written languages.32 On the contrary, the deaf children who perform the best on measures of educational and language achievement are the 10 percent who come from deaf parents and who learned ASL as a first language.33 Thus, learning ASL as a primary language will enable the learning of written English as a second language, and this familiarity with written English leads to further successes in the educational and occupational disciplines to which the written word gives access, thereby increasing the Deaf person's links with the wider hearing community.
Placing prelingually deaf children in an environment where they can only learn oral language through an imperfect auditory system (even with cochlear implants) disadvantages many of them because not only do they fail to acquire an oral language, but perhaps more harmfully, their exposure to ASL is delayed, thus making their acquisition of ASL (and written English) far more difficult and incomplete.34 The delay in the acquisition of ASL caused by the implant-using child's attempt to learn an oral language will delay the child's exposure to and engagement with the Deaf community, and is unlikely to help the child assimilate into the hearing community. Denying prelingually deaf children the opportunity to immerse themselves immediately in ASL puts them between two cultures and within neither of them, a situation we should strive to avoid.
Thinking Clearly about Deafness and Disability
Ibegan this paper with a story about a dual confrontation with difference: a confrontation between vision and blindness. Just as Nunez's disbelief that the blind could actually be happy and fulfilled without vision was inappropriate, so have I argued that the belief that the Deaf need be cut off from the world is similarly inappropriate and shows a great lack of understanding on the part of the hearing. Medical professionals and the hearing parents of deaf children should be finely aware of the consequences of implanting a prelingually deaf child with a cochlear prosthetic. Cochlear implantation is, as I suggested above, a unique intervention in that it may rightly be conceived of as one that determines community membership. It is therefore all the more important for those who are touched by this debate to carefully consider the social context in which it takes place and to realize that it is an issue informed by many perspectives. Since cochlear implant technology is relatively new, it is therefore much more urgent to be aware of and responsive to the historical treatment of deaf persons. Many of our present ideas regarding the deaf are a direct result of the historical silencing of this population and the exclusively oral educational policies for the deaf that this silencing set in motion, the tragic results of which can still be witnessed today. Given this historical background and its social and educational legacy, it is not surprising that the idea of letting one's child be Deaf is met with shock and opposition. The decision to forgo cochlear implantation for one's child is undoubtedly a difficult one for hearing parents to make. Not only must parents consider their child's future, they must also consider their own interests and that of other family members. What will it be like to have a deaf child? How difficult will it be to learn ASL? Will a deaf child adversely affect family dynamics? Although the child is the particular family member who is deaf, the family unit as a whole is undoubtedly affected by the deafness.35 Consequently, the attitude and commitment of the hearing family members toward the deaf child is of central importance to the child's emotional, educational, and social progress, as well as to the integrity of the family.36 Deaf children need not be estranged from their hearing families (as some have claimed) if the family members are willing to make the required social changes and if they commit to learning ASL with their child. Indeed, one might say in general that communication between hearing and Deaf persons is primarily about connection rather than sound. A recognition of this fact will make it clear to parents that they can, with sustained efforts to be sure, raise their deaf child in such a way that he or she can lead a fulfilling and complete life.
In my case for the legitimacy and importance of the Deaf community to the prelingually deaf child, I hope I have provided reasonable grounds upon which parents can refuse cochlear implants for their child. It is impossible, of course, to construct a convincing argument that will be applicable to all deaf children, given the different expressive capabilities (sign or oral) that such children will invariably possess. But I hope to have avoided some of the problematic elements that come with, on the one hand, the arguments of those who maintain that all cochlear implantation is a form of cultural genocide, and, on the other hand, the arguments of those who believe that cochlear implants are a panacea. 
